Abstract Combining research approaches, commonly referred to as 'mixed methods', has the potential to lead to greater insights than would be gained by one approach alone. The discussion in this paper draws on the personal experience of conducting interrelated studies that adopted different methods, underpinned by different methodological positions. In the conduct of the research, several roles were occupied by members of the research team and, together with the mixed methods, gave rise to a number of issues in the conduct and implementation of research. The particular tensions identified are likely to be transferable to other contexts. Key to working with mixed methods is the need for researchers to acknowledge the alternative conceptions of knowledge and reflect on their position in relation to the range of possibilities. It is suggested that continued conflation of particular concepts, i.e. method and paradigm, acts as a barrier to meaningful interdisciplinary working and true integration of insights gained from combined approaches.
Introduction
This paper aims to offer a reflection on my experience of conducting one study in the context of another. In this instance I was conducting doctoral work, a qualitative case study, that was related to a randomised controlled trial (RCT) for which I worked as trial coordinator. An advantage of such an approach -which adopted different methods to address different aspects of the problem -is that fuller and deeper insights into the phenomena under inquiry should be reached than would be achieved with one study alone. The label 'mixed method' research intends to be inclusive of 'process of mixing different research methods and approaches to research generally' (Bryman, 2006: 5) . While acknowledging this description risks conflating method and methodology, it is useful for the purpose of this paper where the interest is a researcher's experience of conducting and implementing concurrent interrelated studies which adopted different methods informed by different methodological positions. Much of the recent debate about mixed methods, in special issues of journals including this one, for instance, has focused on the theoretical issues. This paper seeks to add to this debate by articulating the personal tensions experienced when practising mixed methods.
Although it is the conduct of these interrelated research studies that forms the focus of this paper, the background assumptions -or underpinning philosophiesthat inform the conduct of research cannot be ignored (Dyson and Brown, 2006) . Therefore, in the second section of the paper, I discuss the tensions in the underpinning philosophies relevant to the research context. The main part of the paper considers, in detail, the conduct of my research, moving from the choice of methodology through to the articulation of the findings and reporting of the research. In this section I also consider the various positions that I, and others, occupied during the conduct of the research. In conclusion I make some points for the assistance of others embarking on similar research. However, to begin, the research is described to provide context for the rest of the discussion.
The research
The problem that the interrelated studies set out to address was the treatment of people with common mental-health problems by community mental-health nurses (CMHNs) in primary care. A trial was designed with three arms, to compare two treatments delivered by CMHNs (generic care and a problem-solving technique) to usual care provided by GPs for people with common mental-health problems. The nurses were recruited from mental-health trusts to offer the interventions alongside their usual work in the community mental-health teams in which they were employed. Once the nurses had volunteered to participate in the trial, they were randomly allocated to either the problem-solving or the generic-care treatment groups. Those allocated to problem-solving were trained and supervised in this particular brief psychological therapy and asked to treat all trial patients in this way. The nurses allocated to the generic-care group were asked to use the skills and experience they already had to treat the patients in the way they felt most appropriate (see Kendrick et al., 2005 for a full description of the trial method and results).
The qualitative study that I developed alongside the trial was primarily aimed at understanding the CMHNs' experiences of practice within the trial context. This was both in relation to the different patient groups they would encounter and in relation to the different methods of working during the trial. I was also interested in whether CMHNs in general thought that treating people with common mental-health problems should be part of their role. As such the research was designed as a two-part instrumental case study (Stake, 2001 ) adopting two methods of data generation and data analysis. In Part 1 a series of individual interviews were conducted with trial CMHNs. These data were first analysed with a thematic content approach, then the narratives of nurse-patient encounters were analysed using a narrative-discursive approach. In Part 2 a series of group discussions were conducted with a wider group of CMHNs. These data were analysed using a thematic content approach (see Simons, 2006 for a full description of the methods and findings). As is apparent from this description, I also combined methods of data collection and analysis in the case study; however, this discussion is concerned with the 'mix' of the RCT and case study.
The interrelated nature of these two studies meant that certain issues impacted on the CMHN component research, from the conception of the study through to reporting and dissemination. Many of the issues explored in this paper had been lived with during the course of the study. They became 'taken-for-granted', just part of my everyday practice. Writing this reflection after the study was complete was an appropriate time to reflect on these processes. The lived-with nature of these issues would have made them difficult to disentangle while concerned with conducting the research. However, it is hoped that the issues I grappled with will be transferable to other settings and the discussion be of use to other researchers embarking on similar research.
Colliding paradigms?
It is not my intention to rehearse debates over qualitative versus quantitative approaches, an activity referred to as 'that old chestnut' (Draper and Draper, 2003: 546) . These debates have often sought to argue that one research approach is not superior to another. However, because of the use of the shorthand term 'mixed methods', the focus has been on techniques to collect data or conduct analyses, despite sometimes invoking the concept of paradigm, that is the collection of beliefs shared by members of a given community (Kuhn, 1962; Guba and Lincoln, 1994; Giddings, 2006) . Paradigms 'cannot be characterised by methods alone' (Atkinson, 1995: 123) ; rather, they suggest fundamentally different ways of viewing the world, the basic belief systems that define an inquiry, and relate to ontological, epistemological and methodological questions. Therefore, the issue at stake is not simply a matter of choosing from a selection of methods but one which 'involves the researcher utterly -from unconscious worldview to enactment of that worldview via the inquiry process' (Guba and Lincoln, 1989: 183) .
At the outset of my study, although experienced as a research project manager, I was essentially a novice researcher. By this I mean that I had not developed my own research from the identification of a problem through designing a study and answering the question. As such, I was not aligned with a particular paradigm and had been particularly attracted to working on an RCT as it seemed, from the outside at least, that this 'scientific' process would be neater and cleaner than the applied mixedmethods study I had previously worked on. However, as the trial progressed I became aware of the limitations of such designs in exploring the social context, in this case, of the trial interventions, and became particularly interested in the perspective and experiences of the CMHNs. The reductionist nature of trials of socially complex interventions is at one level naive in the assumption that the context can be controlled to a sufficient extent as required by the methodology. The problem that gave rise to my study was an acknowledgement that trials provide only limited understanding of the process of interventions. The trial team was aware of the paucity of knowledge generated in trials, brought about in part by the assumptions in the philosophy underpinning the design, and members of the team were keen to exploit the opportunity to understand more about the trial processes by supporting qualitative work alongside the trial. When the opportunity arose to take forward the CMHN study, the broad aim was to offer an alternative perspective that would help to explain the clinical results of the RCT. But this view laid the foundation for the tensions encountered during the conduct of the research. While there was recognition of the value of alternative methods, members of the team, at the outset, did not fully understand how different worldviews may be in tension.
The trial was operating in the post-positivist paradigm, while in the qualitative CMHN component I took a constructionist approach. It is important to emphasise at the start of the research, because of the constructionist approach, the form of the CMHN study findings were not known. This research was essentially viewed as complementary to, and aiming to be supportive of, the clinical results. We were naive to the possibility that conducting a constructionist study would challenge the assumptions upon which the RCT was designed -that paradigms were colliding rather than methods being mutually supportive. The focus on methods in the qualitative versus quantitative debate engenders a failure to appreciate the fundamental differences in research approaches, and therefore a failure to recognise how these may operate in practice. Moreover, as argued later, not fully acknowledging the differences in the underpinning philosophies from which the research emanates may serve to underestimate what research in different paradigms can achieve. It was these initial and, in retrospect, misguided foundations that gave rise to a number of issues during the conduct of the qualitative component in the context of the trial.
Implementation of the research

Roles and responsibilities
The trial's principal investigator, an academic GP, and I occupied several dual roles throughout the research which brought benefits as well as challenges. First, I had the dual role of trial coordinator and researcher/PhD student. This brought financial benefits through employment while conducting my PhD study. As trial coordinator, I had access to the research field and the trial resources but, more than that, I was immersed in the subject. I was able to bring to bear broader knowledge than just that generated in the data-collection processes on the research problem.
As coordinator I was committed to the trial and played an instrumental role in a team that worked hard to achieve success. The trial had to be my first priority throughout and, although the CMHN study was part of this, it was clear this took second place. I gained much satisfaction from running the trial, particularly as primary-care trials pose specific difficulties (Ward et al., 1999) . A highlight was receiving a letter from the funding body commending me on first-class organisation and congratulating the team on reaching 101% of our target patient recruitment (albeit a revised target!).
However, in order to achieve this, I had to 'sell' the trial. Part of my role was to encourage and maintain the participation of CMHNs and their managers, GPs and patients. It also included informing the wider academic research audience of our research. This meant that often I had to defend the trial in the face of overt criticism. Therefore, I had to believe in the trial and had absolute loyalty to the project and the chosen methods. This had a particular impact on my research, both in the way I viewed my research as supporting the trial, as discussed earlier, and in the execution of the research discussed in later sections.
A second duality in my role has been that of progressing from 'research assistant' to independent researcher. My initial acceptance of the trial design and methods was based on the expertise of others and my status as novice researcher in the team. Initially, I accepted at face value the assumptions built into the trial design but, as the findings from my study began to reveal the nature of nurses' experiences, brought about by these assumptions, I began to form my own opinion on these matters. It became clear that, rather than simply supporting and complementing the trial results, part of my study was posing a challenge to the basis of the trial design. This dawning realisation meant that my study moved from simply playing a supportive role to the main clinical findings to one that could offer a critique of the current practice in trials of socially complex interventions.
The support of the trial PI to conduct the study and his role as a research supervisor brought similar benefits as my dual role. Like me, he was an insider to the clinical problem and brought this knowledge to bear on my study. Further, as a trialist, and not, by his own admission, expert in constructionist approaches, he served as a valuable critical eye. I had to be absolutely clear in my justification and execution of methods to demonstrate the value of what I was doing. Because he did not take for granted the assumptions underpinning the constructionist paradigm, he would often ask difficult questions.
Nevertheless, our positions meant we were both attempting to occupy space within the positivist and constructionist paradigms at the same time. Concurrently, we had to sign up to the competing scientific principles underpinning both the trial and the CMHN study. This gave rise to personal cognitive dissonance as the CMHN study exposed the tensions brought about by the taken-for-granted assumptions of the trial. As I will argue later, because the basic belief systems are contradictory, I am cautious that one person can do justice to both positions at the same time.
Choice of methodology
Clearly, any research taking place alongside a trial cannot interfere with the protocol. For instance, with my study it would not have been appropriate to exert any further controls on the nurses' behaviour. This was not a problem as the interest was in understanding the nurses' experiences within the trial, suggesting a naturalistic design. A case-study approach that defined the experiment as the case was appropriate. However, it is apparent that my study was influenced by notions stemming from the positivist paradigm. Part 2 of the study aimed to explore CMHNs' views on their role with people with common mental-health problems. To be able to argue that this part of the study had wider generalisability than the trial context, steps were taken to broaden the representation of nurses. This had implications for defining the case as the study was then working across the boundaries of the experiment and everyday practice. In this way the boundaries of the case became blurred. The definition of case could not become CMHN practice as I was only investigating one aspect of the nurses' practice: treating people with common mental-health problems. Case studies are useful in precisely the situation where the boundaries between the phenomenon and the context in which it occurs are unclear (Yin, 2003) . However, the design for Part 2 of the CMHN study demonstrates how ingrained the notions of 'science' are in research practice and culture, where 'the "thinking" of positivism continues with the "thinking" of mixed methods' (Giddings, 2006: 202) .
Data generation
In the trial, a number of standardised measures were used, together with some measures designed specifically for the study. Although the data-collection method was framed as an interview, the purpose was to supervise patients to complete these measures. Most measures were self-complete but, to maximise completion, the researcher would administer some of these; that is, ask each patient a series of questions in the same way and in the same order on each occasion.
I was involved in conducting these patient interviews alongside the CMHN interviews. However, the purpose of the CMHN interviews was markedly different from the patient interviews. These interviews aimed to engage the nurses in a conversation about their experiences and to activate their interpretative resources Gubrium, 1995, 1997) . It was evident that the interviews with the nurses were, certainly at the outset, heavily influenced by the principles of the standardised interview. As the study progressed, my interviewing developed from a semi-structured process to using an opening question followed by probing and encouraging elaboration. Although this style emerged as the study progressed, the tendency to ask questions rather than engage in conversation was brought into sharp relief when working with a sociologist on another qualitative component alongside the trial, which explored the patients' perspectives of CMHN treatments. The interviews had been conducted by the sociologist in collaboration with another trial researcher, while I worked with them on data analysis. When reading the interview transcripts I noted in my research diary the differences between mine and my trial colleague's technique and that of the sociologist who had never conducted standardised interviews:
In thinking about how [the sociologist] manages her interviews and really engages in a discussion, asking questions about what the participant has said, rather than a list of predetermined questions, I have been thinking about how my interviews could have been different. . . . I was wrapped up in the 'objective' processes of the RCT. This comes through, I think, with [the other trial researcher's] interviews also. It seems like we were both still in the mindset for conducting the standardised interviews and not able to be as creative in the interviews.
(
Research diary, September 2004)
A further influence on my conduct within the interviews related to my loyalty to the trial. There were times when I found myself defending the trial during interviews. A further excerpt from my research diary illustrates this:
I was thinking as I drove along today about how I react/respond to the CMHNs in the interviews. I was thinking about Ellen [pseudonym for CMHN participant] and how she said that she didn't expect patients to have long standing problems and that some were appropriate for the CMHT. I tried to defend the study so who am I performing in the interview? (Research diary, December 2002) Because of the nature of research in the constructionist paradigm, once data generation was underway I was able to adapt my study design to take advantage of the manner in which nurses spoke about their experiences. When asked directly about their feelings or perceptions of the treatment process, they often answered in terms of the patients, their perceived feelings and outcomes, generating spontaneous narratives about the nurse-patient encounters. In the positivist paradigm, this would be viewed as a threat to the study as the measures employed, in this case interview questions, were not collecting the type of information required. A strategy would be developed to promote the collection of the requisite data; whereas, in the constructionist paradigm, the way in which the participants have interpreted and responded to the questions is of intrinsic interest. In this case, once the way in which the nurses articulated their experiences was recognised, a method of narrative analysis was developed in order to work with the nature of the data. This discovery became an asset to the study, leading to greater understandings than would have been reached from one perspective only.
Data analysis and interpretation
Interpretation and creative thinking are integral to analysis and interpretation in constructionist inquiry. Unlike with the trial, the form and nature of the findings in my study were not known in advance of the detailed analysis. As discussed earlier, initially the findings from the CMHN were anticipated to be supportive of the trial in that they would help to explain the clinical results. However, it became apparent that the interpretation of the nurses' experiences was challenging some of the assumptions upon which the trial was based. In my naivety, I was not prepared for this process and it required significant adjustment on my part to manage this realisation. This was facilitated by the timely change in responsibilities, in that I was no longer employed as trial coordinator. To be able to work through the analysis and interpret the implications of what I was revealing about the nurses' experiences, I needed to stand at a distance. To do this analytical work, it was imperative that I was uncluttered by the day-to-day nitty-gritty of coordinating the trial and the roles and responsibilities tied up with this. In one sense I also detached myself psychologically from the trial. It became someone else's product, something I could view critically as an outsider, rather than as an insider intimately attached to the principles it upheld.
Articulating the research findings
As indicated earlier, the anticipated purpose and value of the CMHN component fundamentally altered as the study progressed. It moved from having a supporting role to one that challenged some of the assumptions inherent in the trial design. When this became evident, I was reluctant to share the findings with other members of the research team. In essence, the CMHN study demonstrated the inherent tensions in randomising practitioners to particular treatment interventions, raising moral and ethical issues for practitioners when required to stick to a manual for a trial, especially when perceived to be not in the patient's best interests. Moreover, in some cases, manualised treatment approaches produced routinised practice where patient-centred goals become secondary to the goal of delivering the treatment. These findings have clear implications for the future design of trials of socially complex interventions and have transferability to the use of manualised treatments or protocol-based practice in everyday settings (Simons, 2006) . That the nature of the findings was not anticipated was, in part, because of the constructionist approach adopted, and the willingness to allow the issues to emerge rather than decide these a priori. However, it also reflected my initial naivety in relation to the role and power of constructionist inquiry. As described earlier, I started from the position of conflating method with paradigm, not initially grasping the fundamental distinctions, and therefore, the potential for the study to challenge the taken-for-granted assumptions of the context under investigation. When it became apparent that the interpretation of the CMHNs' experiences was challenging the assumptions built into the trial, it was appropriate to hold back from making known these findings until the trial was published. As the major funded project, publishing the trial findings took precedence. Likewise, my responsibility to the trial again took precedence over my study. Further, it is important to emphasise that the CMHN component is not intended as a direct criticism of the trial. At the time of designing the trial, the evidence about the impact of manualised treatments on practice was not known. It was only by conducting the trial in this way and examining the CMHNs' experience that the tensions in manualised treatments have been uncovered. However, my reserve in articulating the findings may, in part, be related to my perceived social and cultural capital in the research team; by this I mean my personal experiences of the dynamics of class, gender, professional hierarchies and authoritative medical ideology at play (Robinson, 2002) .
Reporting the research
Academic practice in relation to the way positivist and constructionist studies are reported had implications for the research. First, it is good practice to place the protocols of trials in the public domain to promote transparency. This was achieved with the trial (Simons et al., 2001 ). It would not have been possible to do this for the CMHN component as the design was emergent and contingent on prior phases of the study. Second, when reporting the results/findings, following the established guidelines for reporting RCTs (CONSORT) are expected by most medical and nursing journals. The requirement to report trials in this way, plus the restriction in length of academic articles, makes the reporting of trials highly formulaic. The reporting of constructionist studies is less formulaic, although some editors have argued for greater uniformity in the format of qualitative research papers (Webb, 2003) . Particularly for case studies, the final report is considered to be an integrated case report that tells the story of the case, rather than present the process as a linear experiment (for an example, see Stake, 1995) .
Moreover, because of the different nature of analysis in research from the different paradigms (Guba and Lincoln, 1989) , it is unlikely the components in a mixedmethod study would be ready for publication at the same time. For example, the analysis phase in the trial was, as a proportion of the whole study, very brief, with the process yielding results very quickly. Whereas, for the CMHN study, the analysis and interpretation was a slower, reflective process; hence, a much larger proportion of the study was devoted to these stages following data generation. Until both components were fully completed, there was limited scope to report the findings as an integrated whole. The requirement to provide a final report to the trial funding body at the end of the project meant it was not possible to incorporate the findings from the qualitative studies which were still ongoing at the time (Kendrick et al., 2005) . Further, with limitations on the word counts of published articles, it makes sense to report different aspects of research programmes separately in sequential publications. The challenge is to make sure that the publications are linked and build on each other, demonstrating the richness that can be gained from combined approaches.
As a team we still have to achieve this. In the first trial publication we drew on some of the qualitative patient study findings to provide evidence of internal validity of the trial -in this case, to argue that problem-solving was taking place (Kendrick et al., 2006) . However, if we only combine the findings in this way, we will be complicit in perpetuating the view, held by some 'unreconstructed quantitative researchers' (Rolfe, 2006: 80) that qualitative methods are only appropriate to support and complement the quantitative research. Other insights emerging from the findings were, at the same time, suggestive of some limitations with the philosophy of the problem-solving approach offering a challenge to some of the assumptions built into the trial (Kendall and Lathlean, 2004) .
Conclusions
Collision or integration?
Adopting different methods within a study can provide deeper and richer insights into research problems. However, questions remain about the compatibility of paradigms within one programme of research. Guba and Lincoln (1994) argue that positivism and constructionism are incommensurate because the basic belief systems are essentially contradictory. Likewise, I think it is difficult for individual researchers to work across paradigms at the same time. As individuals we have our own basic belief systems. While we may appreciate diversity and alternative views, deeply held beliefs give us our sense of identity. During the course of the research, where I have identified with the constructionist paradigm, I also developed an understanding of the trial methods and the underpinning philosophy, but as it does not fit with my worldview, it is a superficial understanding. I remain sceptical that research in the positivist paradigm can achieve the specified aim because of the limitations in attempting to control the social world. It is likely that people aligned with the positivist paradigm view constructionism in a similar way. It was these dual, and at times competing, positions that I and others had to manage during the course of this research.
However, it should be possible for research teams to work effectively across the paradigms. This requires acknowledgement of individual areas of expertise, willingness to work collaboratively, and trust for all to work towards the same goal of advancing knowledge. A distinction can be made between multi-disciplinary working, where individuals come together to make particular contributions according to their area of expertise and inter-disciplinary working where teams work together, sharing knowledge and learning from each other. I would suggest that the latter will produce a more meaningful collaboration and mixed-methods research can become more than simply a collection of parallel studies.
Recommendations for other researchers
It is likely that other researchers will have similar opportunities to conduct contextual research alongside an RCT, especially given the increasing recognition of the value of such studies (Campbell et al., 2000; MRC, 2000) . It is also likely that other nurse researchers will find themselves in this position as they attempt to bring a holistic view to research problems to counter the reductionism of the medical approach underpinning RCTs (Black, 2005) . In this final section I suggest some recommendations that may help other researchers manage the tensions.
First, it is important to distinguish between method and paradigm. At the level of method, an alternative but supportive perspective may be provided; for instance, qualitative methods used to provide illustration in support of quantitative results. On the other hand, taking an approach that overtly aims to uncover the taken-forgranted inherent in the positivist assumptions may be more challenging. If the latter, all members of the research team need to be prepared for the outcome.
Second, the illusion of certainty engendered by the methods of the positivist paradigm is in tension with the emergent approach of the constructivist paradigm. Operating across paradigms requires acknowledgement of the contingency of any knowledge claims and for researchers to be content with this uncertainty.
Finally, if junior members of teams take on contextual studies, they need to be aware of the potential pitfalls of colliding paradigms and dual responsibilities. Researchers should be prepared to occupy and move through a range of roles during the course of such research. It may be necessary to purposefully remove oneself from one role in order to do justice to another. Support from outside of the research team may be required, both in terms of providing appropriate research expertise and personal supervision. Such work can be highly fruitful, but be prepared for a bumpy ride! By expanding the trial into a programme of mixed-methods research on the treatment by CMHNs for people with common mental-health problems, we were able to advance knowledge, both for the substantive topic and methodologically. The remaining challenge is to achieve true integration of the findings from this programme of research -to make the overall insights greater than simply a sum of the parts.
Key points
• Mixed methods are valuable for the greater insights gained from viewing a phenomena from multiple perspectives and combined approaches.
• Post-positivist pragmatism can give rise to tensions in the implementation of mixed-method research.
• Researchers working in mixed-methods studies need to be prepared to move through different roles as studies progress.
• Inter-disciplinary working may produce meaningful collaboration leading to greater integration of insights than multi-disciplinary working.
